Book of the month Rationing: Talk and Action in Health Care
As effectiveness and efficiency were fashionable ideas of the 1 980s and evidence-based medicine of the 1 990s, so rationing is set to become the smart talking-point of the next decade. Already it has generated a formidable literature, not all of it adding to our understanding. Now we have a new guide. Put together by the self-styled Rationing Agenda Group (RAG), Rationing: Talk and Action in Health Carel first sets out the issues surrounding rationing in the National Health Service (NHS), then it offers a series of dialogues between those who hold conflicting views about some of the key elements of the rationing process, and finally it presents a small number of case studies of rationing in action.
The book begins with a measure of consensus. The members of the RAG are agreed that rationing in the NHS is inevitable, that it should be done openly and explicitly, that the public should be involved in some way, and that the tax-based funding of the NHS should remain. We can also discern a broad agreement on definition: rationing is the deliberate denial, for reasons of cost, of services that commissioners would otherwise wish to provide in their districts or of treatments that clinicians would otherwise wish to give to their patients. It is a usefully restricted definition. To withhold services because they are insufficiently effective or efficient, or to withhold treatments that are judged to be counter to their best interests, is not rationing even though an element of denial is involved.
Thereafter, however, harmony rapidly gives way to discord as a series of key propositions about the rationing process, including those which the RAG holds to be inviolable, are advanced and repudiated. The debate is speedily under way. Is rationing inevitable? Yes, says Heginbotham, and any attempt to deny it is misleading and self-defeating. No, say the self-styled Anti Rationing Group (ARG), and to proclaim the inevitability of rationing before we have eliminated all the waste and inefficiency of the NHS is downright immoral.
Should the NHS specify a fixed package of services that it will provide, all else being left to private endeavour? Yes, argues New, so long as the package is carefully specified. It should include only those services which deal with fundamentally important conditions and about which people lack information and certainty. No, counters Klein, it wouldn't work. Where it has been tried it has not been possible to mobilize agreement about the definition of the package, and in any case rationing is about the continuous exercise of professional judgment, not the vain search for the formulaic fix.
Should a rationing strategy try to secure the greatest aggregate amount of good health? Yes, says Culver, drawing upon his deep and extensive immersion in the utilitarian ethos of quality-adjusted life years. It is both ethically and economically desirable to arrange the resources of the NHS in a way that allows the greatest number of people to flourish. No, objects Harris. Utilitarianism rides roughshod over the demands of justice by ignoring those such as the elderly, the poor, the seriously ill and the chronically disabled-who have only a limited potential to augment an index of aggregate wellbeing.
Should younger people take precedence over older people? Yes, claims Williams. Older people generally have a lesser capacity to benefit from health care than younger ones, and in any case they have already had a fair innings in life. All else being equal, fairness requires preferential treatment of younger people who have yet to achieve and enjoy their potential in life. No, says Grimley Evans: age is morally irrelevant to rationing. To assume the homogeneity of a group of people with nothing in common but their age is both offensive and clinically stupid. Excellent results can now be achieved in the treatment of older people, and to deny it solely on the grounds of age is ethically impermissible.
Should rationing in the NHS be open and explicit at all the levels at which it works? Of course it should, contends Doyal. Citizens in democratic countries should have explicit information about any policies that may affect their lives in dramatic ways, and the failure to do this in the past has led to the arbitrary and unjust management of waiting lists. No, rejoins Coast, services and care should not be rationed openly and explicitly. To do so would create a level of distress among both doctors and patients that would outweigh any democratic gains which might accrue.
Not only are the professionals unable to agree on these and other key themes, neither are the public, whom the RAG wish to engage in the rationing process. Kneeshaw's useful summary of the evidence from public opinion research shows no consistent views about the inevitability of rationing or about the priority that should be given to either younger or older patients. The public does, however, appear to be largely united in its belief that rationing is a matter for doctors rather than managers and politicians, though publicly expressed preferences should be communicated to and heeded by the doctors as they go about their business of rationing the resources of the NHS.
Nor, apparently, do incontestable solutions emerge from those who have tried to implement rationing in practice. An interesting attempt at the explicit rationing of drugs in the Royal Adelaide Hospital drew some sharp moral condemnation from several commentators in the book, prompting the tart rejoinder that the critics were mere armchair theorists who had never had responsibility for managing a capped budget.
I hope I have shown that the deliberately adversarial format of this book is commendably helpful in teasing out the nuances of the debate, but it does of course leave us with a fundamental question. Where do we go from here? The question is not eased by the December white paper which denied the need for rationing in the NHS and promised people health care of a uniformly high standard whenever they needed it.
Some things are already being done, the work of the RAG and the ARG among them. The British Medical Association has run a national conference and published the proceedings, and the Royal College of Physicians has called for an independent council for health care priorities. The experiences of other countries, particularly New Zealand and Sweden, are being closely monitored. The issues with which this book is concerned will continue to be debated in different cockpits of public and professional discourse. Apart from the establishment of a royal commission on rationing (which is out of the question as long as the Labour Government continues to deny that there is a problem), it is difficult to see what else can be done. Is this, perhaps, territory into which the Royal Society of Medicine, with its multidisciplinary membership, might dare to trespass. As James Thurber (I think) once wrote 'fools rush in where angels fear to tread-but the angels are all in heaven, and few of the fools are dead'. John Coope's excellent study emphasizes the considerable part which medicine played in Chekhov's life, and paints a vivid picture of what it was like to be a doctor in Russia at the end of the nineteenth century. Chekhov was born in 1960, the third son of a despotic shopkeeper living in Taganrog on the sea of Azov. While he was still a schoolboy, his father went bankrupt and decamped to Moscow, leaving Chekhov behind as a kind of hostage in the hands of his main creditor. Chekhov assumed adult responsibilities, tutoring the son of the new shopkeeper and other boys at school, and secretly sending what money he could to his mother in Moscow. In response to her urgings, Chekhov entered the Medical Faculty at Moscow University at the age of nineteen, in September 1879. He had been awarded a state scholarship, but most of the money was used to pay the family's debts, and it was poverty that drove Chekhov to supplement his income by writing short stories.
Dr Coope tells us that this was a rewarding time to study medicine, because Moscow was fortunate in its professors. The teaching provided by Grigory Zakharin and other physicians was first class. Chekhov learned to take detailed histories from his patients, entering into their personal lives and assessing their psychological state as well as their physical condition. As John Coope remarks: 'The influence of Zakharin on Chekhov's attitude to life is obviously considerable and it may have helped to form the capacity for idiosyncratic observation of people that we find in his greatest plays and stories as well as the elimination of explicit moralizing from his work.' Chekhov qualified as a doctor in 1884. A physician who employed him as an assistant wrote of his love of the work, and commented that he was particularly interested in the mental state of the patient. 'As well as traditional medicines he attached great significance to the effect that the doctor had on the psyche
